The purpose of this study is to understand people's receptivity to seeking out disease prevention counseling from their primary care provider. Since patients' openness to health messages may vary depending on how they seek out their health information, participants were segmented into one of four unique information-seeking groups. This study explores the differences among these groups, what approaches would be most effective in motivating different health consumers to seek out behavioral counseling in the primary care setting and the opportunities during the medical visit most appropriate for this counseling. To this end, a total of 32 focus groups were conducted with American adults. Participants were segmented by information-seeking orientation (independent actives, doctordependent actives, independent passives and doctordependent passives), age and gender. Findings showed that participants of the four information-seeking groups possessed distinct differences in their desire for and perceived barriers to requesting counseling from their provider. Overall, participants wanted prevention counseling to include tailored information, encouragement and followup. Participants among the various segments identified two key windows of opportunity-during a routine checkup and when discussing their family history-where patients and providers can incorporate more in-depth prevention discussions into the medical visit. Findings from this study suggest that targeting health messages according to health consumers' information-seeking orientations may provide an effective tool for practitioners. Additionally, many health consumers are open to behavioral counseling in the primary care setting and would be satisfied if this counseling were integrated into traditional procedures, such as during a routine checkup or when discussing their family medical history.
INTRODUCTION
In the USA, over 90 million people have a chronic disease such as diabetes, heart disease or hypertension (Centers for Disease Control and Prevention, 2002) . Even more Americans are at risk of developing a chronic disease in the future because of their unhealthy lifestyle habits and family history. Although chronic diseases can lead to a multitude of health Health Promotion International, Vol. 25 No. 3 doi:10.1093/heapro/daq030 problems when untreated, several chronic diseases can be prevented or minimized with lifestyle behavior changes, such as eating nutritiously and being physically active (Blair et al., 1996; Ness and Powles, 1997) .
In many instances, primary care providers can be effective agents in the behavior change process by offering brief counseling sessions on disease prevention behaviors during office visits (Silagy and Lancaster, 2001; Eden et al., 2002; Pignone et al., 2003) . Yet, many patients do not currently receive counseling on these behaviors from their primary care physicians (Centers for Disease Control and Prevention, 1999; Egede and Zheng, 2002) . Even patients who see their physicians regularly during annual exams do not necessarily receive prevention-related information. For example, in a US national survey, more than one-fifth of respondents with a chronic illness reported that they had received no prevention-related advice from their physicians within the past 12 months (Egede and Zheng, 2002) .
There are numerous reasons why patients do not receive prevention counseling in the primary care setting, ranging from physician barriers of lack of time, reimbursement and counseling skills to no firm recommendation from the US Preventive Service Task Force for counseling unselected patients (Kushner, 1995; Walsh et al., 1999; Abramson et al., 2000; U.S. Preventive Services Task Force, 2006) . Patient demand may also play a critical role in whether prevention counseling is provided in the primary care setting. Those patients who are actively involved in their medical visits (e.g. ask their provider more questions) are more likely to feel a greater sense of control over their health care, which may then lead to greater compliance with treatment regimens (Thompson et al., 1990 ). Yet, it is unclear the extent to which patients seek out counseling on prevention behaviors from their providers and what issues help facilitate or inhibit this patient-provider interaction.
This paper intends to expound on areas where currently very little is known-on the barriers to, benefits of and motivators for people to seek prevention counseling from their primary care provider. For this study, 32 focus groups were conducted to explore perceptions on these issues. Since patients' receptivity to messages promoted by their primary care provider may vary depending on how people seek out their health information, a unique segmentation strategy based on health informationseeking orientation was employed in this focus group research.
Health information-seeking entails the use of specific actions and/or strategies by individuals to acquire information and has been found to be strongly associated with the way people consider their healthcare decisions and engage in health behaviors (Lambert and Loiselle, 2007) . Previous research has revealed that those who seek health information on their own are more likely than non-seekers to report having stronger beliefs about being healthy, engaging in health-enhancing behaviors, getting screenings and being more likely to talk to their physician about their health concerns (Dutta-Bergman, 2004; Fox, 2005; Ling et al., 2006; Shim et al., 2006) .
To further examine the impact of people's attitudes of the healthcare system, a new segmentation scheme has been developed to identify the population-based patterns of health information-seeking and whether segmenting audiences by health information-seeking style would be appropriate and useful for program planners. An earlier study examined using a 10-question screening instrument to segment people into one of four health informationseeking styles (Maibach et al., 2006) . Further survey research with a national US sample using this new segmentation strategy has revealed that targeting health consumers by their information-seeking orientations may hold promise in understanding how to develop and disseminate messages to different types of people within the primary care setting (Wolff et al., 2010) .
This current focus group study employs this new segmentation strategy to explore several issues around people's attitudes and behaviors related to the healthcare system and receiving prevention counseling within the primary care setting. Specifically, this study aims to examine: (i) what are the barriers that people with different information-seeking orientations have in receiving healthy lifestyle and disease prevention messages in the primary care setting? (ii) where are the windows of opportunity for prevention counseling during the office visit and do these differ by information-seeking styles? and (iii) what are the desired aspects of prevention counseling that people hope to receive from their healthcare provider?
METHODS
Focus groups were the selected research method given the dearth of published research on this topic, and the resultant need for in-depth insight into the complexities of beliefs, feelings and behavioral motivations, which focus groups are uniquely suited to provide (Kreuger, 1994) . For this study, a total of 32 groups were conducted across two waves of data collection, which are elaborated upon in the following section.
Focus group participant characteristics and segmentation strategy All focus groups were segmented by health information-seeking orientation [independent actives (IAs), doctor-dependent actives (DDAs), independent passives (IPs) and doctor-dependent passives (DDPs)]. Participants for the groups were recruited using a telephone questionnaire which included a 10-item health informationseeking screening tool and basic demographic questions (e.g. educational level and age).The 10-item information-seeking screening tool includes a series of statements about people's orientation to their health (active versus passive) and their degree of independence in healthcare decision-making (doctor-dependent versus independent). On the basis of the responses to the 10 items and an algorithm developed for group classification, participants were then defined as being in one of the four health information-seeking groups. Information on the development and validation of the screening instrument and segmentation analysis has been published elsewhere (Maibach et al., 2006) ; however, Table 1 provides an overview of the key constructs which define the four health information-seeking orientations.
Additionally, focus group participants were further segmented by age (30 -48-and 52-70-year olds) and gender (Table 2) . Focus groups were conducted in Baltimore, Nashville, Chicago, and Los Angeles where, across the two data collection waves, a total of two focus groups were conducted in each city with each health information-seeking group. Further segmentation by age and gender were randomly distributed across cities. The focus groups were recruited by professional market research firms in each city and were held at these firms' facilities. Potential participants were current residents of the larger metropolitan area of the four locations and only needed to fit the criteria of the age range, gender and health information-seeking orientation as derived from the 10-item screening tool. To this end, the market research firms recruited a convenience sample by tapping their extensive databases of potential participants from purchased lists of consumers, volunteers and previous study participants. The goal of this research was to talk to 'average' residents in each of the geographic locations. Participants had a mix of educational levels (high-school graduate through post college), and participants' income levels fell within the average household income range for their geographical location. The 32 focus groups were comprised of two distinct waves of data collection. First, 16 exploratory groups were conducted to explore participants' views on the importance of prevention-related health behaviors, the role of the physician and other medical staff (e.g. nurse practitioner and physician's assistant) in providing prevention advice and potential ways to motivate health consumers to discuss healthy lifestyle behaviors with their providers. Two trained focus group moderators used a semistructured guide to lead the groups and ensure consistency on the core questions asked across all 16 groups. Findings from this initial wave of data collection informed the development of draft creative concepts which would help guide the development of a public health communications campaign on healthy lifestyle behaviors. These creative concepts were then tested 3 months later in the next 16 focus groups, by using a semi-structured moderator's guide which probed for participants' in-depth insights and reactions to the concepts. The creative concepts were in the form of draft print advertisements. Table 3 describes the five creative concepts shown to the focus group participants.
Detailed notes were compared with videotapes to confirm observations and conclusions. Line-by-line hand-coded analysis of the notes was conducted, using a grounded theory framework to identify key content areas derived upon observation of the data (Charmaz, 2006) . The indexing of data via this method helped to determine relevant themes using a larger coding scheme. A team of two researchers was involved in this stage in identifying linkages within and across discussion groups to develop the multi-tiered coding scheme of major and minor categories. Categories were extracted on the basis of several criteria, including frequency, intensity, context and extensiveness of comments on the topic areas (Patton, 1990; Kreuger, 1994) . Researchers quantified the frequency with which comments were made and also noted how respondents discussed key terms, the context of these conversations, the length and intensity of discussions on a topic and how non-verbal communication cues were used. To develop a unifying coding scheme, the researchers first each independently coded the data for key themes and then met several times to discuss their results through an iterative process to ensure consensus and consistency during data analysis. Key findings were based on mutual agreement on the final coding scheme.
RESULTS
The results of the focus groups reveal that there are both significant barriers to and windows of opportunity for health consumers to feel comfortable in seeking disease prevention 
counseling from their primary care provider. Across audience segments, participants in this study shared common perspectives that consistently affected their willingness to ask their providers for advice. However, in most cases, participants' perceived benefits and barriers varied more by their information-seeking orientation than by their gender or age.
Barriers
Many participants, particularly IPs and DDPs, mentioned time and cost as reasons not to visit their healthcare provider at all, let alone ask him/her for advice. They expected to have to take time off work, experience long waits in the office and/or pay costs not covered by their insurance. According to several participants, time and cost barriers of visiting their healthcare provider were too great to overcome unless they considered themselves very sick. Although there was disagreement within groups on whether or not patients in general should demand prevention advice from their provider, most agreed that they would have to request this advice themselves for it to be given at all in the primary care setting. Many Disease prevention counseling in the primary care setting 269 participants lamented that they feel rushed in the doctor's office and doubted that physicians would bring up this subject unaided (especially if the patient did not have any underlying medical conditions) and that they are hesitant to bring up these issues due to a variety of reasons. Table 4 presents illustrative quotes from the focus groups discussing some of the major challenges to seeking prevention counseling in the primary care setting. Once they were with their provider, many participants perceived that a number of issues might prevent them from asking for prevention counseling. DDPs were fearful of receiving unexpected bad news if they sought out advice (e.g. Ignorance is bliss). Many active participants (IAs and DDAs) described other attitudinal barriers, such as the perceived importance of the individual's role in the behavior change process. They commented that if patients could not imagine themselves successfully adopting a healthier behavior, then it did not seem valuable to seek out counseling in the first place.
Other barriers to prevent counseling involved negative perceptions of providers and the healthcare system in general. However, these perceptions varied significantly by health information-seeking orientation. IAs and DDAs were generally more positive in their views towards medical personnel, believing that providers were knowledgeable and eager to engage their patients in a dialogue about their health. Passive participants-IPs in particular-were more frustrated with the overall healthcare system and their own providers. These attitudinal differences played a significant role in whether participants would seek advice from their providers. IAs and DDAs were more likely to blame the larger healthcare system for the reason why they would not seek prevention counseling, whereas IPs and DDPs believed both the healthcare system and specific medical personnel were culpable. Additionally, several participants, particularly IPs and DDPs, indicated that many physicians were not personable nor did they have comforting bedside manners. These participants suspected that their physicians might react negatively to a request for prevention advice. A few male participants commented that some doctors are 'in it for the money' and to them their practice is just a business which might have led to their cold attitude towards patients. These perceptions further discouraged participants from asking providers for counseling advice. However, it should be noted that across all segments, participants were most skeptical about physicians providing this type of counseling in the primary care setting and were more open and optimistic of other support staffsuch as nurse practitioners or physician assistants-in having more time and inclination to offer advice on these topics.
Overall, participants did not believe that the healthcare system endorsed a preventionoriented approach. They were skeptical that health insurance companies would reimburse providers for time solely spent on prevention, apart from checkups and screening tests. Many participants, particularly those of the Passive orientation (IPs and DDPs), did not believe that providers would be paid by insurance companies to spend time talking about preventionoriented behaviors and that this lack of reimbursement would discourage providers from offering this service. Passives perceived providers as not being sufficiently trained in prevention counseling, either with the correct medical knowledge or appropriate counseling skills. Also, many participants, IPs and DDPs in particular, reported feeling rushed during their medical visits and discouraged from asking questions requiring lengthy replies.
Windows of opportunity for prevention counseling Although many barriers exist to seeking counseling from providers, the participants' comments also identified several windows of opportunity for a successful interaction.
Although almost all participants agreed that they would not make a special prevention appointment with their provider, they did recognize several circumstances in which discussing disease prevention topics seemed most appropriate. Notable opportunities were during a routine checkup and when discussing their family medical history.
Across groups, about half of the participants reported getting regular checkups (every 1-3 years). Older participants were most likely to go for a checkup and IPs were least likely. Those that did not go for regular checkups cited similar barriers to not seeing their provider for prevention counseling (e.g. time and cost). Those who received regular checkups did so for a number of reasons, including to detect diseases early, manage chronic conditions and ensure piece of mind. Many participants commented that this seemed like an ideal time to discuss prevention behaviors with the provider, since their basis for going for a checkup was prevention-oriented. Participants perceived that some prevention efforts-such as getting a screening test and noting a patient's weightare already taking place during routine checkups.
Asking participants to go for a checkup as a first step in seeking prevention counseling seemed logical, feasible and non-threatening to them. Participants believed that patients and providers could seize on the opportunities available during the medical visit (such as when discussing a patient's weight or lifestyle habits) to incorporate prevention counseling easily into the checkup. In the first 16 focus groups, several participants compared going for a checkup to getting regular maintenance done on their car. When a creative concept with this analogy was shown to participants in the second set of groups, IAs, IPs and DDPs reacted positively, commenting that many people seem to take better care of their car than their health. It was realistic and motivating to participants to make their health-and disease prevention-a higher priority. It should be noted that the car concept was similarly favored by females versus males and younger versus older participants. Although DDAs found this approach appealing, the relationship between family history and disease prevention was a more salient theme for them.
Many participants identified discussing a patient's family health history during a medical visit as another window of opportunity for Disease prevention counseling in the primary care setting 271 prevention counseling. Nearly, all participants remembered their providers asking about their family's medical history, and participants in all groups-except for some DDPs-believed this was a critical part of the visit. Yet, many participants were doubtful that their providers referred to their family history beyond the initial visit. Many passives in particular believed that their providers' advice was more generic and not influenced by patients' specific family health histories, whereas some active participants, especially DDAs, were more optimistic. They believed that providers considered their patients' family histories, but that the resulting advice consisted of a recommendation for a screening test or a watchful eye for future warning signs and not as the impetus to discuss specific lifestyle behaviors.
When shown a creative concept with the family history theme, actives and female participants were more likely than others to cite family history and its relationship to disease susceptibility as a motivator to discuss prevention. IAs and DDAs were more receptive to the idea of initiating and receiving prevention counseling from their provider if the discussion were connected to their own family health history. According to participants, linking prevention to a patient's family history was considered a way of personalizing the advice and making the connection between lifestyle changes and disease prevention more salient.
Desired prevention counseling
When asked what they wanted as elements of prevention counseling sessions, there was a discrepancy between what participants say that they currently receive and what they ideally would receive (Table 5) . On the basis of past experiences and their perception of the healthcare system as treatment-oriented, many participants were skeptical about the reaction they would receive if they sought prevention counseling from providers. The majority would expect providers (especially physicians as compared with nurse practitioners or physician assistants) to give rushed responses, ambiguous advice and generic information about how to adopt healthy lifestyle behaviors. Instead, participants preferred providers' counseling to include personalized advice, goal-setting, encouragement and follow-up as well as relevant materials to take home. Participants wanted providers to help them design a plan for changing their behavior, ensure they follow it and assist them along the way if they encounter challenges.
Participants also did not necessarily believe that it was essential that their doctor be the specific person to provide the counseling. Participants wanted disease prevention discussions to be relaxed and tailored to their individual needs. Many participants said that they felt comfortable if this counseling was provided by other medical staff in the office-such as nurse practitioners or physician assistants-who were perceived to have more time than the doctor. However, if other medical staff were to administer the counseling sessions, it was critical that it was clearly predicated on the doctor's orders.
DISCUSSION
Study results revealed that participants of the four information-seeking orientations possessed distinct differences in their desire for receiving prevention counseling from their provider. Different individuals approach health-related matters in alternative ways. Individuals with an active orientation appear inclined to feel more positive about and comfortable with healthcare settings and requesting information, whereas a passive orientation is associated with frustration with the healthcare arena and fewer healthseeking behaviors. In addition, those with an independent orientation sought information from multiple sources and considered the healthcare provider as one source among many, whereas doctor-dependent participants elevated providers as the prominent, if not only, information source on which they base their health decisions. By employing this new audience segmentation model (Maibach et al., 2006) , this study further illustrates the importance of moving towards a patient-centered approach in disseminating information in the primary care setting. Efforts to stimulate patient-provider interaction around prevention should take patients' information-seeking orientations into account through discussions, educational materials and even behavioral interventions that are tailored towards patients' health information-seeking style, so that patients are more receptive to information and services. However, it should be noted that, more importantly, prevention itself does not appear to be a prominent focus in the primary care setting. This finding is well supported in the literature, as generally only one-third of patients have reported discussing nutrition, exercise or weight control with their primary providers (Wee et al., 1999; Eaton et al., 2002; Honda, 2004; Ma et al., 2004; Mellen et al., 2004; Martin et al., 2006) . Participants in this study clearly want more prevention counseling during office visits, but perceive a number of barriers to asking for and receiving effective advice such as negative perceptions of providers' willingness and ability to spend time discussing these issues with patients, perceptions that the healthcare system is not focused on prevention, feeling rushed during the office visit and the time and cost of even seeing a provider in the first place. If providers are interested in engaging patients about prevention, they need to recognize and address some of these challenges when framing discussions with patients. However, this research has identified two key windows of opportunityduring a routine checkup and when discussing patients' family history-where patients and providers can work in partnership to incorporate more in-depth prevention discussions during office visits. In addition, integrating prevention counseling would not require restructuring any traditional procedures currently implemented or expected during an exam.
Although medical organizations and governmental agencies do not recommend comprehensive annual physical examinations for healthy adults (American College of Physicians, 1981; U.S. Preventive Services Task Force, 1989, 1996; U.S. Department of Health and Human Services, 1994) , research findings do show a clear benefit to the annual exam, particularly in the frequency with which patients receive gynecological screenings and tests, cholesterol screenings and fecal occult blood tests (Boulware et al., 2007) . Importantly, research shows that patients still expect and desire these exams and their accompanying routine tests (Romm, 1984; Kravitz et al., 1994) , and patients who receive routine health exams are less worried about their health compared with those not undergoing such exams (Boulware et al., 2007) . Findings from these focus groups reiterate these expectations and identify an opportunity in which the routine checkup can be reframed to increase its effectiveness. Reframing the routine checkup with an emphasis on lifestyle behavior and disease prevention counseling can help minimize people's risk of chronic disease, making these already-expected exams purposeful and associated with positive outcomes. The routine checkup can therefore serve as an appropriate entryway to reach most patients-except IPs, who are the most resistant to and pessimistic about using any type of Disease prevention counseling in the primary care setting 273 health services. Additional research focusing on this specific audience segment may provide insight into how to reach them more effectively.
Prevention counseling can also take place during discussions of a patient's family health history, a task in which providers are already involved. Focus group findings reveal that patients would be open to bringing this discussion one step forward, by having the family history be used as the context in which to talk about behavior change. Family history discussions should move beyond a focus on treatment and screening test recommendations to a way of personalizing prevention advice and making the reason for behavior change more salient. In addition, patients believe that it is important for providers to incorporate family history into discussions throughout the patient-provider relationship and not just during the initial office visit; it can become a built-in conversation tool during the medical process and a salient theme around which prevention messages can be tailored.
Without requiring additional skills or resources on behalf of the patient or provider, these efforts can serve as the impetus for a more comprehensive, personalized discussion of how adopting prevention behaviors can benefit patients' health in the long term. Counseling that provides patients tailored information, encouragement and follow-up is the first step toward effective behavior change for many patients.
Although this was large qualitative study with 32 focus groups, the method employed has its limitations. Non-random recruiting techniques and a relatively small sample size, as compared to national surveys, mean that results are not necessarily statistically representative of a larger population. Another limitation of this study is that this is cross-sectional research and may not represent people's attitudes over time. Additionally, information on several characteristics was not collected. For example, no information was gathered among individuals who did not agree to participate in the focus groups, so analyses comparing responders to non-responders were not able to be conducted. Data related to respondents' health insurance coverage and health status were also not collected, although these factors may be strongly associated with individuals' attitudes and experiences with the healthcare system. The sample of focus group participants aimed to include 'average' residents in the geographical area. Disadvantaged populations were not specifically recruited for these groups nor was information ascertained on whether or not participants had a chronic health condition. This study also did not explore how specific health outcomes or various sociodemographic factors such as education, race/ ethnicity, income and insurance status influence people's perceptions of their healthcare provider and seeking counseling on these issues. There is a large literature discussing the impact of these factors on healthcare expectations, behaviors and attitudes that are not addressed in this study. However, it should be noted that findings from a recent US national survey using this segmentation strategy reveal that people's health information-seeking orientation was significantly associated with various health behaviors independent of socio-demographic characteristics such as income, race/ethnicity and age (Wolff et al., 2010) .
Results from this study provide insight for future potential programs in the primary care setting. These study findings reveal that small changes can be incorporated in the primary care setting to yield positive results in the area of prevention. To compliment the patient perspective, future research with primary care providers would illuminate what prevention counseling opportunities are feasible from the provider point of view. Similar to the programs being undertaken to implement a shared decision-making approach among patients and physicians, pilot programs in this area can explore what is reasonable and effective in stimulating patients to seek out prevention counseling and providers to offer effective advice.
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